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admission was 9.09  6.43, the percentages of pathologies already known at the
time of admission, leading to a risk of stroke were: hypertension 62%, diabetes:
30%, IRC: 4% FA 11%, Smoking (current or weaned) 14%. FIM score
achieved at exit from hospital, averaging 14  9.74 days after the vascular event
was 94.66  33.18 (median 110, max 126, min 18) and Rankin score of
2.57  1.92 (median 3). Bivariate history of hypertension, diabetes and CKD
and the blood glucose and LDL cholesterol at admission had a significant
influence on functional prognosis on hospital release. In multivariate analysis,
only history of diabetes and IRC as well as NIHSS at admission and age were
significantly correlated with the functional score at exit.
Conclusion.– Our study confirms the epidemiological characteristics
of Caribbean patients who experienced a stroke: younger age, even distribution
by sex, presence of metabolic syndrome, a higher vascular risk and a greater
initial severity. Older age, the severity of the neurological score at admission,
the presence among the antecedents at admission of chronic renal failure or
diabetes, have a significant influence on the functional status of patients. After
adjustment for confounding factors, in this series, the physical and biological
parameters at admission (blood pressure, blood glucose, glycosylated
hemoglobin, LDL cholesterol, BMI, waist circumference) do not significantly
influence the functional prognosis.
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Objectives.– Standardized and validated assessment tools are necessary in both
clinical settings and research. The motor subscale of the Fugl Meyer
Assessment (FMA-UE) and the Wolf Motor Function Test (WMFT) are two
essential tools in the assessment of motor function of the paretic limb. The
original English versions are valid and reliable. The study aims to validate an
adapted French version of the WFMT with the French version of the FMA-UE
as external criterion.
Methods.– We translated and adapted culturally the WMFT, and we completed
the French protocol of the FMA-UE, translated by Prevost [1]. In a cross-
sectional study, 16 therapists – trained in the application of both tests – applied
them to the upper limb of 44 patients at inclusion, after 2 and 15 days. The
application of the WMFTwas filmed; thereby, we obtained two scores, one from
the direct test application and one by viewing the videotape of the test
application.
Results.– The final French versions of both protocols were approved by their
original authors. The inter-rater reliability of the WMFT was very high, its
internal consistency, test-retest reliability as well as its validity were good. The
minimal detectable change of the functional capacity scale was less than 10% of
the maximum score when scoring was performed while watching the videotape.
Discussion.– The process of cross-cultural validation allows proposing two
useful tools for assessing motor function of paretic upper limb. The French
version of WFMT is reliable and valid. The values of the reliability and validity
correspond to those of the English version [2]. However, further studies are
needed to check the WMFT’s sensitivity to change.
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Objectives.– Comfort is an important issue in physical and rehabilitation
medicine. It is part of the quality of life but has the advantage to be more
concrete. Stroke may cause many sources of discomfort, which assessment is
important in activities of daily living. The objective of this study was to further
validate a comfort scale in stroke patients.
Patients and methods.– This scale allows the assessment by the patient, through
a Visual Analogic Scale (VAS), of his comfort in different postures and personal
activities of daily living, but also of the severity of his impairments and their
impact on comfort. Reliability, construct validity against functional status (MIF
and Rankin Scale), quality of life (SF12), burden of care (VAS) and finally
responsiveness between two assessments at 6-week intervals were studied in 62
patients who underwent a first stroke.
Results.– Assessment of comfort had a good test-retest and interrater reliability
for the total score (ICC = 0.86 and 0.92) and considering item-by-item analysis
(ICC = 0.67 and 0.99). Reliability of assessment of the severity of impairments
and their impact on comfort was more moderate. A higher comfort level was
linked with good functional status and quality of life and with a low burden of
care (P < 0.05). Comfort and FIM followed quite parallel trends.
Discussion.– The comfort scale in stroke patients has good properties of
reliability and construct validity. It is an innovative tool that could be of value in
the care of stroke patients by defining treatment objectives and modalities.
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Objectives.– The period of a few months after a stroke is characterized by an
imbalance in favor of sympathetic side. It was also during this period that
emerges complications disrupting rehabilitation treatment. Among them, upper
limb complex regional pain syndrome type 1 (CPRS) is common and have
multiple risk factors [1]. Recently the role of autonomic imbalance has been
identified from analysis of the heart rate variability [2]. However in the latter
study, the study population was not about the post stroke and signal analysis was
done while CPRS was already present. The main objective of this retrospective
study was to investigate the link between the vegetative balance and the
occurrence of algodystrophy after stroke.
Method.– Fifteen patients (54.2  4 years) were included with a Holter-EKG
performed 24 hours to 35.3  5 days of stroke and followed them to the 6th
month. The endpoints were the SDNN (standard deviation of successive RR
intervals) and LF/HF ratio analyzed on the nighttime.
Results.– Of the 15 patients enrolled, five showed a CPRS in the 6 months
following their stroke. In the group ‘‘CPRS’’, the results reflected a tendency to
decrease in SDNN (55.4  7 ms vs. 71.7  7 ms), and increased LF/HF ratio
Accident vasculaire ce´re´bral (III) / Revue d’E´pide´miologie et de Sante´ Publique 55S (2012) e16–e29 e21(5.9  4 vs 3, 3  1). Among the patients with upper limb motor deficit
heaviest, these results are similar.
Discussion.– These results tend to highlight a vegetative deregulation more
pronounced in patients that are going to CPRS. If they are confirmed on a larger
population, this could be considered in identifying patients at high risk of CPRS
that could benefit from specific treatment for preventive purposes.
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La vidéo nasofibroscopie ou la radioscopie sont les deux examens de référence
de l’exploration des troubles de la déglutition.
Y en a-t-il un seul qui soit suffisant et apporte toutes les informations dont on a
besoin ?
En d’autres termes, existe-t-il un gold standard des examens complémentaires ?
Mate´riel et me´thode.– Le matériel utilisé a été un nasofibroscope et/ou un
appareil de radioscopie, reliés à un ordinateur pour analyser de fac¸on précise ce
que l’œil ne perc¸oit pas.
Re´sultats.– Notre étude porte sur des AVC pendant quatre ans. Nous avons
exploré 508 malades.Videonasofibroscopie Radioscopie2008 97 332011 145 10On s’aperc¸oit de la prépondérance de la vidéo naso fibroscopie.
Discussion.– Nous avons envisagé les avantages et les inconvénients pour
déterminer un gold standard.
Videonasofibroscopie.–
– Avantages :
 Vision directe de toute l’anatomie,
 On peut étudier la motricité et la sensibilité,
 On calcule le temps phonatoire maximum (TPM),
 On apprécie les 3 fonctions : respiration, phonation, déglutition,
 Vision directe de la rééducation et des techniques de la rééducation ;
– inconvénients :
 C’est un acte invasif,




 On suit la progression du bolus,
 On voit l’action du SSO et du SSI,
 On voit l’anatomie du rachis et la conséquence sur la déglutition,
 La fausse route est bien vue, C’est un acte non invasif ;
– inconvénients :
 C’est un acte irradiant,
 Le produit de contraste ne sera jamais comparable à la consistance des
aliments.
Conclusion.– Dans notre pratique, nous avons privilégié la
vidéonasofibroscopie : 508 de 2008 à 2011 contre 85 vidéoradioscopie.
Elle visualise la déglutition en temps réel. Les informations récoltées sont
primordiales par leur quantité et leur qualité.
La vidéonasofibroscopie ne visualise pas tout. Il n’y a pas de gold standard. Ces
deux examens sont complémentaires et nous devons faire appel à la vide
radioscopie pour un complément d’informations quand cela est nécessaire.
Pour en savoir plus
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Objectif .– Montrer l’intérêt d’une équipe mobile pluridisciplinaire de suivi à
domicile des patients ayant des séquelles d’AVC.
Me´thodes.– Épidémiologie descriptive de la première année de fonctionnement
(novembre 2010 à novembre 2011).
Re´sultats.– Sur 66 dossiers ouverts, 20 pour renseignements sans déplacement
et 46 pour interventions à domicile. L’âge moyen des patients était de 67,6 ans.
Les principaux motifs des demandes étaient liés aux troubles cognitifs (48 %),
moteurs (28 %) et au contexte social et financier (22 %). Les demandes
provenaient du CHU dans 76 % des cas et des patients ou leurs familles dans
13 %. Les prises en charge étaient multidisciplinaires avec l’implication de trois
intervenants dans 52 % des cas. Les actions d’éducation et d’informations
étaient les plus fréquentes (36 % des cas), venaient ensuite l’aménagement du
domicile pour 17 %, l’organisation des soins pour 16 % et le soutien au patient
ou aux aidants pour 14 %. Dans 67 % des cas, les prises en charge ont permis
l’obtention des objectifs fixés. Pour 33 % des dossiers non aboutis, nous avons
constaté un niveau de participation faible du patient ou des aidants.
Conclusion.– L’équipe prend en charge des situations complexes de handicap
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Introduction.– L’éventualité d’admettre un patient hémiplégique porteur d’une
assistance ventriculaire gauche embarquée en service de MPR peut inquiéter.
Nous en rapportons l’observation.
Observation.– Un patient âgé de 30 ans présentait une hémiplégie gauche
secondaire à un AVC ischémique sylvien droit survenu au décours d’un arrêt
cardiorespiratoire sur infarctus du myocarde. Après angioplastie et stent, en
raison de la persistance d’une dysfonction majeure du ventricule gauche,
l’implantation d’une assistance mono-ventriculaire gauche de type Heart-Mate
